On the front of the building at 810 Vermont Street at VA Central Office is a large plaque reading: "To care for him who shall have borne the battle and for his widow and his orphan." Abraham Lincoln, Second Inaugural Address.
The concept of what was to become the Department of Veterans Affairs was born in the midst of a bloody Civil War, and its organization was formally established in 1930. In 1946, just after World War II, President Truman signed Public Law 293: "an act to establish a Department of Medicine and Surgery in the Veterans Administration." In March 1989 the VA became The Department of Veterans Affairs, a cabinet-level agency with responsibilities for cemeteries, veterans benefits, and health care, the latter through the Veterans Health Administration (VHA).
Remarkable changes have occurred since I began to work fulltime in 1993 for VHA in Reno, Nevada, at what is now the Sierra Nevada Health Care Network. By 1995 VHA had consolidated all of its 163 hospitals, more than 800 ambulatory care clinics, 134 nursing homes, domiciliary and home healthcare programs into 22 (now 21) Veterans Integrated Service Networks (VISNS) operating in 50 states including Puerto Rico and the Philippines; developed the first National Surgical Quality Improvement Program (NSQIP); increased its percentage of ambulatory surgery to well over 60%; and reduced average hospital stays dramatically, for example, at Reno from 10 days to 4.5 days. The VA hospitals and clinics became much more efficient as a result of performance standards and attention to Continuous Quality Improvement. The crude surgical mortality rate fell from 3.1% to about 2.2% while the morbidity rate fell from about 18% to about 9%, and risk-adjusted data provided to Service Chiefs gave them important tools for quality improvement. Results of vascular and cardiac surgery became equal to or even, on average, slightly better than those reported voluntarily from the private sector. As a result more and more veterans came for health care: currently there are more than 6 million enrollees, 4.7 million receiving active care, and more continue to come. Given continued military actions, more care will be needed, and patient influx will likely increase.
The missions of VHA are: Patient Care, Health Professional Training, Research, and now, a fourth and challenging mission: Emergency Management and backup of the Department of Defense. VHA is moving toward more DOD agreements, and has recently placed DOD Cardiac Surgeons in 4 of its 43 facilities performing cardiac surgery. A key educational agreement was the Policy in Association with Medical Schools that occurred in January 1946. As a result more than half of all physicians practicing in the United States have received some part of their training in the VA; the VA is now affiliated with 107 Medical Schools. Current figures are 81,000 trainees: 28,000 residents, 17,000 medical students, and 36,000 associated health trainees. Vasc Endovasc Surg 38:193-194, 2004 ©2004 Westminster Publications, Inc., 708 Glen Cove Avenue, Glen Head, NY 11545, USA In an article in JAMA 2001; 286:1061, Stevens, Holland, and Kiser noted that planning for the US workforce is imprecise, and over 3 years primary care training in the VA increased from 38% to 48% of funded resident positions, with 39% of the increase in internal medicine subspecialties. Currently a need for more specialty training has been recognized, and according to figures supplied by VHA's Office of Academic Affiliations in 2002-2003 there are a total of 1,275 surgical specialty positions among 8,789 total filled resident positions. Among these, general surgery numbers 699, urology 180, neurosurgery 61, thoracic surgery 52, plastic surgery 50, and vascular surgery 11. From 2000 to the present, supported vascular surgery fellowships increased modestly, from 7 to 11. Of course, the large number of general surgeons supported also contributes to the vascular surgery work pool.
Research in the VA offers remarkable opportunities with current funding of $371 million. Vascular surgeons may be most familiar with the Aneurysm Management and Detection Trial (ADAM), which has set rational size limits for resection, the Open vs. Endovascular Repair Trial (OVER), the Iron (Fe) and Atherosclerosis (AST) Trial (FeAST), testing the iron accumulation hypothesis in stable claudicants, and the On-Pump Off-Pump Total Myocardial Revascularization Trial. The vascular surgery advisory committee and the nephrology advisory group to Patient Care Services have also taken a lead in increasing the use of autogenous arteriovenous fistula in hemodialysis access from 31% to well over 40%, which offers more durable access and overall better survival. A goal of over 50% autogenous access has been set for veterans with end-stage renal disease.
From the standpoint of vascular practice, research, and education, I personally have found VHA to be a remarkable place in which to serve. The administrators that I have worked with have been dedicated to the care of veterans, and as one of my colleagues put it "The VA remains the single place where I feel I can practice with integrity." VHA's dedication to its teaching mission is unquestioned, including the supervision of residents as they assume increasing responsibility. As mentioned, the research opportunities are unparalleled for generating knowledge about vascular disease. A recent quadrennial report to the Secretary emphasized the need to compete with the private sector for equivalent specialty remuneration to care for ever-increasing numbers of veterans seeking care. This will likely occur when the overall national budget permits. Our agency is also a political as well as a health care organization; it must be at once responsive to Congress, the Administration, and ultimately, the American people. My experience within it suggests that policy is guided by honest and well-thought-out dialogues and leadership by dedicated individuals. It is an agency to serve veterans, as it is to the veterans of the Armed Forces that we owe our very existence as a nation.
